This paper outlines the principles involved in the assessment of disability under the State Industrial Injuries Scheme provisions in the UK. There are some differences when considering the respiratory diseases and these are mentioned. Assessment of disablement is not easy and medical boards have some leeway on reaching a decision. Assessment is largely ultimately a matter of clinical judgement.
Assessments of disablement for Industrial Injuries purposes are carried out by Adjudicating Medical Authorities (AMA). These are independent statutory authorities consisting of one, or two or more, doctors.
When examined by an AMA the individual is compared with a person of the same age and sex whose physical and mental condition is normal. Special circumstances such as loss of earnings or the effect of the disablement on hobbies can not be considered in the assessment of disablement.
Prescribed degrees of disablement for certain conditions such as amputations at various levels are laid down in Social Security (General Benefit) Regulations (see Appendix 1 attached) but the AMA has the discretion to increase or reduce these assessments where it would be fair to do so. In addition, the AMA has for guidance, notes on types of assessment for certain injuries which have been given by Medical Appeal Tribunals (MAT). The MAT is the tribunal to which an appeal against an AMA decision may be made. Appendix 2 describes these assessments.
In assessing disablement the AMA will attempt to equate the level of disablement to the types of assessment in appendices 1 and 2. For example, the AMA will ask itself, how does this man's knee injury equate to an ankylosis of the knee or does it equate to an amputation of the leg, and if so, at what level?
There are clearly many cases such as disablement from cardiac, respiratory abdominal and psychiatric conditions, where the guides in appendices 1 and 2 cannot be applied. The doctors who carry out assessments of disablement are given intensive training on the factors to be taken into account in assessing what constitutes a proper level of assessment as based upon the medical evidence. A rough guide to assessment is shown below. The disabilities taken into account are those resulting from the loss of function arising from the industrial injury. If there is another effective cause of the disablement to which the claimant would have been subject if the accident had never happened (e.g., a pre-existing condition giving rise to the same type of disablement) then this must be excluded from the assessment. In practice this is done by making offsets for pre-existing conditions.
If the disability resulting from the accident is made worse by some injury or disease which is not directly as a result of the accident, the assessment may in certain circumstances be increased to take account of the worsening.
Assessments of less than 14% do not attract benefit. However, if there are other assessments in force they may be aggregated and if the total assessment reaches 14% or above, benefit will be payable.
For assessments in the respiratory diseases, the same general principles apply, but one or two differences are present. The principle of off-setting described above is not used (i.e. where an assessment for a pre-existing condition is possible it is excluded from the assessment). In the respiratory diseases an assessment is made for the prescribed disease and if another disease is present as well, a figure is determined for the interaction between the prescribed disease and the other respiratory disease but which does not include the total assessed disablement for the non-prescribed disease.
The guide to assessments above also applies. Clearly with respiratory diseases it is not possible to measure gradations in levels of disablement in steps of 1%, and it is more realistic to have five bands. No hard and fast rules are laid down but suggested guidelines are laid down as below:
Suggested levels of disablement Under 20% is equivalent to no disablement. In reading a figure medical boards would take into account the clinical picture including X-rays where appropriate as well as lung function tests. In asthma cases the effect and the level of treatment is taken into account, treatment requirements being useful guides to disability.
Much interest at present is centring around the use of quality of life questionnaires and it is likely that they will play a more important part in the future. It is now clear that while FEVi is a good measure of lung function, it is not a good indicator of disability. Amputation Cases -Lower Limbs 18. Amputation of both feet resulting in 90% end-bearing stumps 19. Amputation through both feet proximal 80% to the metatarso-phalangeal joint 20. Loss of all toes of both feet through the 40% metatarso-phalangeal joint 21. Loss of all toes of both feet proximal to 30% the proximal inter-phalangeal joint 22. Loss of all toes of both feet distal to the 20% proximal inter-phalangeal joint 23. Amputation at hip 90% 24. Amputation below hip with stump not 80% exceeding 13 centimetres in length measured from tip of great trochanter 25. Amputation below hip and above knee 70% with stump exceeding 13 centimetres in length measured from tip of great trochanter, or at knee not resulting in end-bearing stump 26. Amputation at knee resulting in 60% end-bearing stump or below knee with stump not exceeding 9 centimetres 27. Amputation below knee with stump 50% exceeding 9 centimetres but not exceeding 13 centimetres
Description of injury
Degree of disablement 28. Amputation below knee with stump 40% exceeding 13 centimetres 29. Amputation of one foot resulting in 30% end-bearing stump 30. Amputation through one foot proximal 30% to the metatarso-phalangeal joint 31. Loss of all toes of one foot through the 20% metatarso-phalangeal joint Where the hearing in one ear is normal, complete deafness in the other affects the detection of the direction of sound and decisions of Medical Appeal Tribunals indicate a minimum assessment of 20% is reasonable.
A case in which the right ear heard a conversational voice at 2 metres (6 feet), the left ear a conversational voice at 30cms (lfoot) and both ears together a conversational voice at 1 metre (3 feet), should therefore be recorded 
